Pathological report: There is marked hypertrophy of the epithelial layer and much downgrowth in places. The subepithelial tissues are densely infiltrated by round cells. At one or two points the epithelial cells are showing irregular growth and the basement membranes have gone. The appearances strongly suggest papilloma becomo carcinomatous.
The patient is a large, flabby man, a very poor subject for a larynigectomy, but I doubt whether any less operation than that would help, for the carcinoma comes right up to the anterior commissure. There is no interference with movement to suggest deep infiltration, but the section puts the diagnosis beyond doubt, though it is at variance Nith the original clinical appearance. \'. A. MIILL said that he coil(I not pretendl to sugg,est the exact (liagnosis in this case. He would like to know a little more about the polypuis which was removed from the upper surface of the left vocal cord in January of this year. There was in evidence a sw%elling which might possibly be the base of that soft polypuis. He was inclinedI to regard the case as one of pachydermia laryngis associated with keratosis, and he thought it woul(d have to be obser-ed carefully with a view to the possible dlevelopnment of a malignant condition. [M1ay 5, 1939] Fracture of the Thyroid Cartilage. J. C. HOGG. Horace T., aged 25, mechanic. History.-Severe blow across front of neck and chin, by a " speed bug " in November 1938. Immediate dyspnoea, aphonia and dysphagia, lasting about three days. Gradual recovery, but voice is still weak and cords still flap on phonation.
Both thyroid ala are inobile and crepitus can be felt. This case shows a vertical fracture of the thyroid cartilage. There has been no attempt at union, and apparently the soft parts slipped between the two fragments and so prevented fibrous union occurring. The only disability of the patient is that he is unable to raise his voice or to shout. The question arises whether it is worth while to attempt to suture the perichondrium together in the attempt to give him more rigid cords.
Swelling of the Palate in a Woman aged 59.-R. R. SIMPSON.
Female, aged 59. Referred by dentist April 20, 1938. Painless swelling of palate, twenty years' duration, increasing six months. No sinusitis or dental extraction associated with onset. Large smooth cystic swelling involves whole of palate except posterior half of soft palate. On two occasions during past six months swelling of face and (liscoloration round left eye. X-rays show involvement of left antrum. This case was sent by the dentist whom the patient had consulted on account of carious teeth. It appeared that interference from the palate side would certainly cause an aperture between the mouth and antrum. There is some doubt about the nature of the condition on account of the increase in size during the last few months. The X-ray appearance of the sinuses suggest that the posterior part of the floor of the antruim has been involved by a cyst. Guidance is sought upon the difficulty of causing the least possible disturbance of the palate and at the same time getting rid of the swelling. A method proposed is to open the antrum by the radical operation and cut the top of the cyst, draining it from there, and then to fit a denture in the hope that the pressure of the denture may restore the normal arch to the palate.
Discutssion. E. D. D. DAVIS saidI that it wvas never possible to tell in which dlirection a dental cvst wTas going to expand. Stich cysts ustually encroachedI upon the antrum, and occtupied the cavity except for a small triangular area abo-e an(d behind the cyst. The cyst in this case was a AUG. LARYNG. 2* Proceedings of the Royal Society of Medicine 24 very unusual shape, but he still thou,,ht it must be a dental cyst and sug?gestedl an incision high up in the sulcus under the cheek, then removal of the party wall between the cyst and the antrum, so as to make one cavity, and drainage of the antrum into the nose.
The PRESIDENT said that the only case he had seen of a similar nature was in a patient who came up with an enormous swelling, of the upper jaw involv-ing, the orbit so as to make the eye useless. It had the appearance, both radiological and clinical, of a sarcoma. He was about to remove the upper jaw when he discov-ere(I an enormous cyst containing cholesterin crystals and extending up as high as the sphenoid, including all the ethmoidal cells. When it wvas drained the man recov-ered without any sig,Yn of trouble, but had to haxve the eye removed because it was useless.
He recommended the cautious procedure Nvhich AMr. Davis had just described.
DISCUSSION ON THE COMPLICATIONS OF INTRANASAL SURGERY
Walter Howarth: The majority of intranasal operations should be followed by rapid recovery withouit any complications if the usual precautions, operative and post-operative, are observed. From time to time untoward occurrences may arise, and there can be but few surgeons who have not met with accidents or complications of varying degrees of severity. It is surprising that these do not happen more often considering the variable anatomical contours of the nose and its accessory cavities, as well as their close proximity to so many important structures. In addition to this, the delicacy of their architecture and their rich vascular and lymphatic connexions provide many possibilities of extension from a localized intervention. Adequate anaestbesia is the first consideration, whether local or general or combined. If local anesthesia is chosen alone, premedication with careful and gradual painting of the nose with cocaine paste and injection of novocain should be undertaken before the patient is brought to the operating room. I have seen a patient collapse with a syncope that was almost fatal when she was asked to get on to the operating table and cocaine was injected under the inferior turbinate without any previous preparation, Terror and toxaemia were probably responsible.
If general aniesthesia is desired, laryngeal intubation and a postnasal sponge will prevent any possibility of subsequent pulmonary complications arising. For the operation itself, a dry field and perfect illumination go a long way to minimize the risk of operative accidents. Some surgeons appear to despise both.
Mistaken diagnosis may be responsible for serious occurrences, and, though I have never seen a meningocele snared under the belief that it was a nasal polypus and fatal meningitis ensue, I have witnessed almost uncontrollable hiemorrhage occur from a haemangioma of the ethmoid that was mistaken for a simple inflammatory condition.
It has not always been remembered that a purulent rhinitis for which an operation was being undertaken might be diphtheritic in origin. I know of cases in which an adenoid operation was embarked upon to clear up the rhinitis, and though in quite 50%0 of cases in which diphtheritic rhinitis occurs, adenoids are present, yet it is not always so. The presence of intercurrent disease may affect an operation adversely and the possibility of acute otitis media, tonsillitis, pharyngitis, or sinusitis arising is more likely if the patient is already suffering from an imperfectly resolved influenzal attack. The presence of any septic focus in the skin should of course be a warning against operation, and many cases have been known to go wrong when this warning has been disregarded. I shall never forget operating many years ago on a policeman for a maxillary sinusitis and ethmoiditis, by the intranasal route, and, when a tremendous flare-up occurred on the operated side, discovering that he was also suffering from active syphilis.
Perfection of technique is not only of the first importance, but the details of opera-
